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Covid-19: control measures must be equitable and
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Failure to respect the needs of vulnerable groups will seriously undermine response efforts
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The global spread of covid-19 has generated aggressive medical
and public health responses, including testing, screening, contact
tracing, social distancing, travel restrictions, and orders to stay
at home when sick or exposed.1 Yet many members of society
have reason to distrust public health systems. Containment,
mitigation, and suppression plans must be as inclusive as
possible or risk undermining response efforts. A commitment
to inclusion means responding to covid-19 in a way that is
sensitive to our most vulnerable communities, including
homeless people, those without adequate insurance or
employment, communities of colour, indigenous communities,
immigrant communities, people with disabilities, and certain
frontline healthcare workers and emergency responders.
Trust begins with communication, and communicating
information during outbreaks is challenging, especially as our
knowledge of a disease evolves.2 Inclusive messaging should
be tailored and available in a variety of languages, including
sign languages. Honest, transparent communication is vital;
confusing or contradictory health messaging engenders mistrust
and leads people to seek information from unreliable alternative
sources. Underserved communities are rightly distrustful of
public health institutions: communities of colour and people
with disabilities have historically been undertreated or abused
through the medical system,3 and undocumented immigrants
fear punitive measures should they present at a clinic or
hospital.4
Free testing
Next, governments and healthcare systems should provide care
to patients without adequate access to health services or
insurance benefits—for covid-19 and existing medical
conditions. Relying on emergency and acute care settings to
care for uninsured people is inefficient, expensive, risks the
spread of covid-19, and may cause those at risk to avoid care.
Free testing for covid-19 is essential: in countries with
fee-for-service healthcare, programmes like the disaster relief
Medicaid programme used by New York after 11 September
20015 should be implemented— streamlining applications and
omitting citizenship requirements to ensure coverage.
Fair and equitable sharing of health resources mitigates further
risks to the public’s health by meeting community health needs
and generates all important trust. Individuals with ambiguous
citizenship rights, regardless of their legal status, should be
offered care, to encourage them to report when they are ill and
stop the spread of covid-19.
As governments and institutions implement social distancing
measures, including closures and stopping mass gatherings,
they must mitigate the effects of these measures on vulnerable
communities. School and university closures disproportionately
affect vulnerable groups,6 in particular students with disabilities
and those reliant on their educational institution for food, shelter,
residency, and safety.7 Any institution closing physical locations
must articulate plans for accommodating marginalised groups,
ideally with input from representatives from such groups.8
Frontline community organisations working with anyone
experiencing food, medication, and housing insecurity should
receive additional government support.
Employment rights
Many places are encouraging or requiring people potentially
exposed to covid-19 to stay at home for 14 days. It is too
demanding, however, to expect individuals to act in the interest
of communal health at the expense of their need to work to
support themselves and their families. Employment rights,
including paid sick leave policies, vary across countries in the
Organisation for Economic Cooperation and Development and
between different types of employees and workers.9
During influenza outbreaks, paid sick leave policies could lower
influenza infection rates by up to 40%.10 Healthcare institutions
should set the standard by guaranteeing paid sick leave for all
employees. Governments should reimburse sick leave expenses
for the healthcare enterprises counted on to respond to covid-19
and implement similar programmes to support casual, small
business, and gig economy workforces.
Prisons, nursing homes, homeless shelters, and refugee camps
can become focuses for disease outbreaks; people in such
settings often have inadequate access to basic healthcare and
comorbidities that increase the risk of serious illness if they
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develop covid-19.11 At the US border, for example, government
policies like the “Remain in Mexico” programme can rapidly
propagate spread of disease.12 Congregate settings should be
reconsidered in light of the current situation; if it is deemed
critical to maintain them, inhabitants should be provided with
testing and care to reduce risk of covid-19 outbreaks.
Responding to the covid-19 crisis physically and mentally strains
first responders, clinicians, healthcare workers, and public health
practitioners, who often develop the diseases they are treating.13
Burnout from exhausting work regimens and increased risks to
providers’ personal and familial health jeopardises patient health
and safety. Vulnerable healthcare support staff (such as cleaners,
nursing assistants, and food service workers) warrant explicit
protections, including the prioritisation of medical resources
and support to ensure continuity of healthcare provision.14
The risks of covid-19, like those associated with many acute
and chronic health conditions, are heterogeneous and may
disproportionately affect vulnerable populations. Governments,
institutions, and healthcare facilities all have a role in enacting
policies that respect members of vulnerable communities while
working towards ending the pandemic. We all hold social and
ethical responsibilities to assess and mitigate risks for those
groups so often left behind.
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